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SERIOUS RECURRENT INJURIES OF ATHLETES* 
Contraindications to Further Competitive Participation** 


AUGUSTUS THORNDIKE, M.D.+ 
Boston 


Civilization is undergoing rapid changes. This is an age of 
ever-increasing speed and change in the multiple aspects of human 
existence—whether it is speed of a vehicle, on the ground or in 
the air, or the speed of an electronic calculator. By comparison, 
organized college athletics change slowly, although, in the past 
twenty-five years the colleges have become more conscious of their 
responsibilities for student health. 


Among the problems of health in the student population is a 
large group of diagnoses concerned with trauma. In the experi- 
ence at Harvard University! these represent over 20 per cent of 
the total diagnoses year after year. This percentage is inclusive 
of trauma, whether produced by explosion in the laboratory, by a 
speeding automobile or in a friendly “roughhouse.” It is generally 
agreed that the incidence of accidental deaths is too high, but 
such accidents continue, regardless of rules and regulations and 
often because of inadequate enforcement of legal safeguards. 
Quite apart from the over-all trauma found in the routine of 
daily living is the trauma produced in the organized athletic 
program. 

After twenty years of responsibility for the surgery of 
trauma in organized athletics, a review of experience in the 
treatment and prevention of recurrent injuries is certainly 
indicated. Furthermore, on reflection, one might even question the 
criteria established to distinguish the injuries that should not be 
permitted to recur because of the possibility or probability of a 
permanent disability to mind, body or limb. 


* Presented at the wo Meeting of the American College Health 
Association, Boston, May 1, 1952. 

** Reprinted from the New England Journal of Medicine, Oct. 1952. 

} Chief Surgeon to the Department of Hygiene and to the Athletic 
Sepeaietion, Harvard University; lecturer on surgery, Harvard Medical 

ool 

1. Bock, A. V. Annual Report of the te gos of Hygiene. 29 pp. 
Cambridge, Massachusetts: Harvard University, 1950 
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In a well organized college athletic program, where coaching 
and medical supervision work hand in hand, there is little likeli- 
hood that the athlete will leave college with some disabling 
permanent scar, trick knee or leg paralysis, as a result of sport 
primarily played for fun. On the other hand, there are graduates 
who have lost the spleen or one kidney or one eye because of body- 
contact sports. Still of interest are the multiple instances of frac- 
tures involving the teeth in participants in college sports. In the 
analysis of reported experience 7090 cases of athletic injuries in 
organized competitive athletics, all fractures and dislocations, as 
well as an injury to any viscus, are considered serious. In a period 
of twenty years, the serious injuries represented 15 per cent of 
the total (Table 1). All injuries recorded were serious enough 
to require the athlete to refrain from one or more practice sessions 
or games. Viscus injuries are classified as internal injuries in 
this table, a group largely represented by cerebral concussions of 
varying degrees. 

TABLE 1. TYPES OF INJURIES 1932-52 


Injury 1932-37 1937-42 1942-47 1947-52* Totals 

636 426 210 340 1,612 
Jou contusion 219 73 87 51 430 
Muscle contusion ...................... 526 350 111 59 1,016 
Simple contusion .................... 281 93 103 93 570 
Fracture and dislocation ...... 223 32 105 178 738 
Laceration and abrasion ........ 264 89 25 37 415 
Inflammation and infection.... 300 131 909 49 546 
102 81 39 114 336 
Miscellaneous ............................ 243 152 67 50 512 


*To April 15. 
+ From fall of 1943 until spring of 1946, the University was on a war 
basis, with organized sports continued only informally and on a limited scale. 


An incidence of 15 per cent signifies approximately 1 injury 
out of each 7. However, to dismiss the matter at that point does 
not accurately portray it in a true light. The college medical 
staff is appointed to minimize the untoward results of all the 
injuries of athletics and to define as graphically and clearly as 
possible the end-results of treatment in those requiring special 
care. To dismiss a sprain of a ligament as a minor injury is a 
grave error: knowledge of the degree of tear and the amount of 
fibrous scar produced in the healing process and the joint dysfunc- 
tion resulting therefrom is required for final evaluation. 

Certain injuries to ligaments result in avulsion or complete 
rupture and require prompt surgical repair, as do injuries to 
tendon or muscle, which occasionally result from athletic trauma. 
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Although sprains and strains rarely cause such extreme damage 
to tissue, this effect is periodically observed. Widening of the 
mortise of the ankle joint and internal derangements of the knee 
are more common than used to be considered possible. All such 
injuries today are viewed as cause for surgical intervention to 
correct the resulting joint dysfunction. Over the past five years 
the complications of sprains and strains presented in Table 2 have 
been observed. 


TABLE 2. COMPLICATIONS OF SPRAINS, 1947-1952* 
Deranged Opera- 


No.of Avulsed Car- tion Mortise 

Injury Cases Ligament tilage Required Widened 
Sprained ankle .................. 162 1 — i! 1 
Sprained knee ...................- 140 1 15 16 oes 


*To April 15, 1952. 


Complications in sprains are rare. Nevertheless, surgeons 
treating such injuries should take every precaution to ensure 
that dysfunction does not result. As officers assigned the respon- 
sibility of caring for the health of the students, they should seek 
to prevent or minimize the degree of permanent dysfunction an 
athlete suffers. The continued recurrent sprain of any joint leads 
to complications listed in Table 2; the prevention of recurrence 
is therefore desirable. Protective strapping in body-contact sports 
of every joint with a history of sprain even prior to entry into 
college has paid dividends in minimizing the resulting dysfunction. 
Simple joint sprains, if permitted to recur, can cause serious 
derangements. 


The 15 per cent of the total number of athletic injuries involv- 
ing fractures, dislocations and internal injuries are the concern 
of all college health departments. Fortunately, with this age group 
and with increased technical skills available at most colleges, 
long-bone fractures heal well and in good alignment. However, 
fractures into joint surfaces or through growing epiphyses may 
result in disabilities. Elbow dislocations promptly reduced, but 
inadequately treated in convalescence, cause myositis ossificans 
and serious joint dysfunction. Shoulder dislocations permitted to 
recur more than three or four times inevitably require surgical 
intervention, and a dislocated shoulder, previously operated on, 
if permitted to recur in athletic trauma will result in a disaster. 
An athlete who has had a fracture dislocation requiring surg- 
ical intervention should never be permitted to return to 
body-contact sport but may take up some other type of sport. 
A recent case in my experience is that of a student who sustained 
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a fracture dislocation of the ankle fifteen months ago and is rowing 
successfully on the varsity squad this season. The return of a 
patient with a fracture or dislocation to a sport must always 
depend on his recovery, which can be measured by his ability to 
perform with normal function all required technics—the normal 
side and the injured side being judiciously compared in functional 
testing. 

In this group of serious injuries there were 4 luxations of 
the cervical spine involving spinal-cord symptoms. Two of these 
cases occurred in college students—1 in intramural football and 
1 in freshman hockey; both resulted in complete recovery. Two 
other patients, now in college, sustained football injuries in prepar- 
atory schools prior to admission to college, resulting in sympto- 
matic recovery. The parents insisted that their sons play football 
in their freshman year. Such a question posed to college health 
authorities may be somewhat unusual. With parents’ written 
consent and with the approval of the neurosurgeon who cared for 
the patient at the time of injury, it is difficult to persuade oneself 
to deny participation in football. In each case, however, a change 
in sport activity was easily made, to the satisfaction of all con- 
cerned. Such patients should never be permitted to return to 
body-contact sports. 

In cases of viscus injury, patients who have had to have a 
kidney or spleen removed should not compete in body-contact 
sport. Those with large laparotomy or nephrectomy scars should 
not be permitted to expose themselves to the trauma of contact 
sports. Patients with cerebral concussion that has recurred more 
than three times or with more than momentary loss of conscious- 
ness at any one time should not be exposed to further body-contact 
trauma. The college health authorities are conscious of the 
pathology of the “punch-drunk” boxer. Just how much one should 
permit recurrence of cerebral concussion in college athletes is a 
matter of opinion. In all serious cases one should insist upon 
complete examination, including lumbar puncture in consultation 
with a qualified neurologist or neurosurgeon. It is my practice to 
rule out the diagnosis of laceration of the brain in early cases 
rather than permit the possibility of such an injury to pass 
unnoticed. One must rule out skull fracture promptly. In twenty 
years the diagnosis of fracture of the skull has been made in 3 
and that of cerebral concussion in 309 cases of head injury; 1 
ruptured kidney resulted in prompt successful surgical interven- 
tion, and 2 cases of rutured spleen have been recognized and the 
patients operated on successfully. 
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It seems appropriate to diverge from my specific subject in a 
meeting of this association and to discuss briefly the mortality in 
competitive sports. Gonzales? has presented a factual report on 
this subject from the medical examiner’s point of view, taking 
his material from the records of New York City. He has reported 
two significant facts. Ninety per cent of the 103 deaths recorded 
in thirty-two years were in four sports, as follows: Baseball (43), 
football (22), boxing (21) and basketball (7). Sepsis was 
responsible for 25 per cent, and head injuries, including skull 
fracture or hemorrhage, or both, accounted for 50 per cent of the 
total. Gonzales did not state how many deaths occurred in organ- 
ized college, professional and sand-lot competition. Eastwood3, on 
the other hand, reports each year the annual mortality from foot- 
ball. Of interest is his report of the 1945 football season, listing 
6 deaths, 3 in high-school and 3 in sand-lot competition. Two 
members of the American Olympic ski team were killed while in 
practice in Switzerland in the winter of 1951-52. This association’s 
main purpose is the preservation of health in the college popula- 
tion. Great advances have been made in lessening the morbidity 
and the mortality, and perhaps a satisfactory level has been 
reached. It is difficult to explain how so many men and women in 
colleges today are either maimed or killed in highway accidents, 
and how students become the victims of suicide and homicide. 
Properly supervised college athletics, whether intramural or inter- 
collegiate, might reduce the incidence of permanent, crippling 
injuries in the college population. 


So far as the contraindications for further participation in 
competitive college athletics are concerned, it should be pointed 
out that in my experience there has been no case in which the 
end result of even the most serious injuries has required the 
medical staff to forbid competition in all sports. At Harvard 
four sports—crew, swimming, squash and tennis—are popular 
among undergraduates, and these are recommended to many of 
the patients who have previously sustained serious injuries in 
body-contact sports. Patients with severe, complicated sprains 
can be maintained in body-contact sports postoperatively with 
daily application of protective adhesive strapping, but only if there 
has been complete functional recovery. Patients with recurrent 
shoulder dislocations can be maintained in football with a restric- 


Gonzales, T. A. Fatal Injuries in Competitive Sports. J.A.M.A. 146: 


1506-1511, 1951. 

8. Eastwood, F. R. Fourteenth Annual Survey of Football Fatalities. 
Lafayette, Indiana: Purdue University, 1945. 
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tive harness, but body-contact sports should not be recommended 
if the shoulder has been operated on. Likewise, students with 
injuries to kidney, spleen or brain that have required surgical 
correction or prolonged hospitalization should not be permitted 
to engage in body-contact sports. The demonstration of the proper 
type of sport participation rather than the denial of all participa- 
tion is the proper prescription. 


Conclusions 


Today there are methods of reducing the incidence of recur- 
rent injury in athletics. Students with certain serious injuries 
that have required operation or with any large laparotomy or 
nephrectomy scar should not be permitted to participate in body- 
contact sports, but they may compete in other selected sports. 
Body-contact sports should not be permitted for any student 
athlete who has suffered removal of the spleen or a kidney, or 
who has suffered three cerebral concussions of moderate degree, 
or one concussion resulting in the diagnosis of laceration of the 
brain, or loss of an eye. 


Accident Death Toll Highest Since 1941,—Accidents claimed 
about 95,000 lives in the United States during 1952, the second 
year in a row to show a rise in fatal mishaps. This estimate repre- 
sents an increase of approximately 1,000 deaths since 1951 and is 
the highest for any year since 1941, when the toll reached 96,510.* 


Fatalities in motor vehicle accidents were about on a par 
with, or possibly a little above, the total of 37,300 in 1951. Such 
mishaps continue to be by far the leading cause of fatal injury, 
accounting for about two fifths of all deaths from accidents. 


injuries arising in the course of employment was held to little or 
no increase over the 16,000 fatalities of the previous year, despite a 
continued high level of industrial activity. Abstracted from Statistical 
“er Metropolitan Life Insurance Company, December 1952, p. 8, by 


* All the figures used in this article, including those for the years prior 
to 1949, are based upon the Sixth Revision of the International List of 
Causes of Death. 
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MENTAL HEALTH IN THE SCHOOL HEALTH PROGRAM 
Louis JAcoBs, M.D., M.P.H* 


Those engaged in school health today are finding an increas- 
ing interest in the emotional and social aspects of growth and 
development. One reason for this lies in the demands made upon 
the teachers, nurses, and physicians in health programs for advice 
and guidance in this field. It is also true that we are becoming 
aware Of the availability of concepts that we can use in prevent- 
ing or ameliorating mental health problems. The behavioral 
sciences—psychiatry, psychology, anthropology, and sociology— 
working intensively are beginning to crystalize approaches that 
have wide acceptance. Many now believe that the infant and child 
passes through phases of development; that there are recognizable 
developmental tasks at these levels which each accomplishes as 
he progresses to maturity; that the experiences of infancy and 
childhood are crucial in building personality structure. 

From these have sprung the ideas that in the family and in 
the school are found some of the most important experiences for 
building strong and healthy personalities. The school as the second 
great social unit is accepting seriously its role as a vehicle for 
healthy experiences in learning and living, so that our children 
will be as prepared for life emotionally as they will be vocationally 
and intellectually. 

The teacher has been aided in this work by educational 
specialists. Practical applications of psychodynamic principles 
have found their way into courses and projects in human relations 
which can be used in the classroom. In one method, situations are 
discussed and precepts and morals drawn from them, so that the 
teacher can help in the maturation of the child!. Another 
approach involves the students in thought provoking discussions of 
the causes of all sorts of interpersonal situations. This has been 
especially valuable in the study of civics, social science, and English 
literature2. 

More fundamental approaches are used in a number of schools 
to give the teacher the information and practice that she needs in 


Delivered before the American School Health Association, October 20, 
1952, Cleveland, Ohio. 

*Senior Surgeon, U. S. Public Health Service, Regional Mental Health 
Consultant, Regions IV and V, Cleveland, Ohio, and Chicago, Illinois. 

1. Group for the Advancement of Psychiatry, Topeka, Kansas. Promotion 
of Mental Health in the Primary and Secondary Schools. Report No. 18, 
page 3. January, 1951. 

2. Ibid, page 8. 
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understanding mental health concepts in the classroom. Organized 
inservice training programs, institutes, and workshops are found 
in Minnesota, Michigan, and Massachusetts, to name but a few, 
where thousands of teachers have already benefited by the teach- 
ing of psychiatrists, psychologists, and social workers. 


In those schools that train teachers, much is being said about 
the need for more health education of prospective teachers. A 
valuable source of health education in colleges is found in the 
student health and counseling services. If these are to function 
for the purposes for which they were set up in these schools, 
then each prospective teacher would learn much from the help 
given him for him own problems, both in the physical and 
emotional fields. We would certainly recommend that counseling 
services in colleges, which are a source for much of our teaching 
personnel, be strengthened. There is talk, too, of not only helping 
the college student work out the emotional difficulties and person- 
ality problems which will aid him in being a better teacher, but 
also improvement in the selection of candidates for teaching who 
would show the best promise of emotional maturity. Like selection 
in other professional fields, this is one that needs much study and 
research, and we are glad to tell you that your Federal services 
have granted research funds for work in the selection of psycho- 
logically qualified teachers. 


It may be remarked here that the teacher’s use of this new 
knowledge, essential though it be, may in instances bring results 
which are not much better than the attitudes which mental health 
has tried to correct. Thus, the teacher may take so passive a role 
in trying not to be too directive that the children may be left 
too much to their own devices. Since they are too young to exercise 
the kind of judgment or experience; to utilize the kind of independ- 
ence that may be asked of them, adequate guidance and setting of 
limits are things that the child needs from its teachers. A real 
interest in trying to get to know how the child feels may some- 
times result in adult interference when a child is at such a 
developmental stage that it needs to be left to work out its own 
problems, especially with its peer group. A child must be helped 
in his problems and his conflicts as they arise. However, the 
shielding from all conflict and crisis at the developmental stages 
indicates a misapplication of the concepts of child growth and 
development. Personality is formed by the successive resolution 
of the varying demands of the world and of the developing body. 
The job of the school in promoting the total health of the child 
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is to present experiences and to give instruction which will influ- 
ence not only the physical and intellectual, but the social and 
emotional aspects of a child’s total growth. It is apparent, there- 
fore, that while one may be taught how the person’s psyche 
develops, and be advised of ego needs throughout childhood and 
adolescence, one needs to develop skill through training and use of 
consultants, in order to deal with the daily problems of the com- 
plex human personality. The principal and supervisors in the 
school administration must be able and ready to assist the teachers 
in their provision of that kind of mental health plan in the schools 
which will enable them to carry out their work with each child. 
The teacher must be able to go to the principal for assistance with 
her classroom. Appeals of this kind are based on a confidefice and 
respect for the principal’s understanding and ability, and are a 
compliment to him. 


The school has other specialists that may help teachers. 
Guidance and counseling services have become widespread in the 
last 20 or 30 years, particularly in the high school. It is estimated 
that there are some 10,000 trained guidance officers in the United 
States today. Where such a program is well developed, we find the 
keeping of cumulative records on all pupils throughout the school 
years and their use by the teachers. In some systems, we will find 
inservice training in counseling in the classroom. 


In two of the systems that we know, the counseling service 
has had close rapport with psychiatry and clinical psychology, so 
that those problems of children which are more deeply based could 
be worked out by conference and consultation. A psychiatrist in 
the school systems, as has been shown in cities like Cincinnati, 
and Minneapolis, has helped place counseling services on a high 
professional level and has opened the way to providing more com- 
munity resources for helping teachers and children and their 
parents. The visiting teacher and social work programs have 
extended the classroom teacher’s role and contacts into the com- 
munity. 

I am reminded of a recent article in a literary review where 
a retired head master of a well known private school was talking 
about changes in education during the last 50 years. Among the 
many things he had seen changed, he dwelt especially on the value 
of the examinations of each entering student into the school. The 


38. Hertzman, Jack, M.D. School Mental Hygiene. A Public Health 
Approach. The American Journal of Orthopsychiatry, Vol. XX, No. 3, July, 
1950, page 529. 
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intention was not to exclude applicants, but if the student was to 
get the most of his years at that institution of learning, his 
physical and also his emotional problems had to be assessed and 
remedied. The doctor also felt that the guidance programs and 
the reforms brought about by the educational psychologists and 
the psychiatrists had been good for both the students and for the 
school administration‘. 


What of the physicians and nurses in the school health 
program? Should they get additional training in the field of 
mental] health and mental disease? Are there resources for them? 
In the Federal services we are cognizant of the need of training 
for our medical personnel in mental health. The Public Health 
Service, under the National Mental Health Act, has, as you know, 
been interested in training programs, in medical and nursing 
schools, both undergraduate and graduate. Many Departments of 
Psychiatry, assisted often and in some cases reorganized under 
the impetus of Mental Health Act Funds, have extended 
psychiatric training to most of the four years of the medical 
course. Residency training programs in psychiatry have also been 
assisted, as has training in-mental health nursing, both for the 
community and the mental hospital. 


Institutes and workshops for health officers and public health 
nurses have been organized or supported by State agencies in a 
number of areas of the country. These are still going on, and 
offer basic training and practice in emotional and in mental 
approaches. These training programs have been successful, if one 
can measure their success by the consistent requests for more of 
them and the favorable comments of participants when they return 
to their jobs. We believe that the same sort of inservice training 
should be carried on for physicians and nurses in the school 
systems. Where the local health departments carry out the school 
health program, either alone or jointly, certainly the problem of 
setting up and financing institutes for these public health personnel 
would be small. Where the Board of Education operates the school 
health program, a cooperative arrangement might be worked out 
with the health departments of the city, county, or State. We 
hope, therefore, by extending undergraduate training in mental 
health and by offering graduate courses and inservice programs 
for doctors and nurses, to give to the school health personnel the 


4. Fuess, Claude M. An Educator’s Balance-Sheet. The Saturday Peview. 
Vol. XXXV, No. 37, pages 53-54, September 13, 1952. 
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ability to make real their part in assisting the development of the 
full potentialities of each child. 


Having indoctrinated our personnel in the need for providing 
a good climate for growth and development, the school health 
program should go further. Its health services should include an 
appraisal, not only of the physical status, but of the emotional and 
social problems of each child and the school personnel. There 
should be available clinical services, either as part of the school 
system or in the local health department, or in the community 
agencies, or assistance in this regard. Health histories should carry 
an expert assessment on the total health status of the child. While 
this is certainly being done in some areas, we recommend its use 
universally. 


We have spoken thus far of preventive services based on an 
understanding of the use of the concepts of normal growth and 
development. It is generally estimated, however, that one in ten 
school children is emotionally disturbed. Actual referrals from 
school systems range from eight to twelve percent of the school 
population. Some idea of the distribution in this range may be 
gained from a study made by the Committee on Mental Health 
of the College Health Conference. This study found that “about 
15% of all college students could be expected to benefit from mental 
health services. Of these, 5% would be considered urgent cases; 
5% would show evidence of sufficient emotional discomfort to 
warrant psychiatric care; and 5% probably could get along with- 
out help, but would profit from it.” This, of course, raises the 
question of clinical services for at least the 10% that need them. 
In some areas, particularly in the higher schools, psychiatric and 
student counseling services are evailable as part of the educational 
system. Dr. Nelson at Barnard College indicates that typical 
problems met in this work were “psychosomatic conditions, diffi- 
culties in sex and family relations, social and scholastic diffi- 
culties, and very rarely a true psychosis.” Certainly, if this is a 
sampling of the problems met at a well known women’s college, 
you may assume that our teacher training institutions in general 
could make very good use of remedial services for the persons 
who will become the classroom influences on the emotional health 
of their charges. 

For children in the elementary and high school years, the 
question of provision of clinical services is based on several factors. 
Of that 10% that is emotionally disturbed, certainly half would 
require the services of the professional team. These could be 
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attached to the school system, or be available otherwise in the 
community. The question of shortage of professional mental 
health personnel is a real one. In a community mental health 
program, it is necessary to do coordinated planning to make the best 
use of these people. In our largest centers, the provision of clinic 
services within the school system is both advisable and necessary. 
Certainly the community-wide clinic services in these cases are 
extensively used by the other agencies, including preschool and 
postschool age groups, children who are delinquent and so on. 
This case load is usually great enough so that the services provided 
more than keeps the clinic team busy. In the smaller, average 
size community where there is a local health department, and 
family and children’s agencies, one must make a coordinated plan 
for the best utilization of the clinic’s services. We should like to 
stress here the value of good local health services in a community 
for mental health planning. I am sure that I will find rather 
general agreement here about the need for local health organiza- 
tion where we wish to improve the school health program. Local 
health departments are taking more and more interest in mental 
health. Particularly are they training their public health nurses 
and the personnel of the maternal and child heaith programs in 
the kinds of basic knowledge that we have talked about for 
teachers. In the central States, nearly half of our group of States 
have public health nurses especially trained in mental health on 
the State staff. There are others attached to local and county 
health departments who are teaching their fellow nurses and other 
health department staff. As some of you know, there have been 
set up graduate courses in several schools whert public health 
nurses may obtain training in mental health. Stipends are avail- 
able for their training. Health departments are also establishing 
and operating or supporting guidance and mental health clinics. 
These valuable resources for the referral of school children and 
students with mental health problems should be worked in and 
plans made for optimum utilization. Your local or State health 
department has necessary information on all of these services. 
We have talked a good deal about the things the teachers 
should know about mental health and the assistance the school 
health personnel should give them with their work in the class- 
room. The classroom teacher is the most important factor in 
setting the mental health climate in which her children learn. 
It is her understanding of them and her own maturity which deter- 
mines the kind of job she will do in bringing out the best in her 
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children. This presupposes that the teacher educated in the new 
techniques will also assume the vastly more important role of 
the training of emotionally sound individuals. “It is necessary to 
find ways to meet teacher needs for more professional status, for 
mixing with members of other professions on bases of equality, 
for greater feelings of adequacy in undertaking new methods and 
approaches, for more freedom to explore and experiment, for 
relief from a paralyzing amount of being judged and rated.” 
Given this feeling of status and job security, the teacher may be 
able to evoke the interest and enthusiasm needed for progress 
in the direction of the optimum learning climate in the classroom. 
This would allow for more deviations from traditional classroom 
management. These activities, of course, should not be carried out 
by rote or rule, but because of a real understanding of what the 
relatively neutral atmosphere of the classroom can do in helping 
children take in stride their normal developmental tasks or over- 
come their emotional problems. 

I think it is appropriate to emphasize to school health person- 
nel certain psychosomatic considerations. Our theories and our 
feelings based on our experiences, have led many of us to believe 
that much of our illness has a strong emotional component. Much 
research is being done in various centers of this country, to 
measure if possible, the actual relationships in the psychophysio- 
logical field. One area in which many of you have had experience 
is in the use of the Wetzel Grid. This composite chart measures 
the development of the child, and through it may be picked up 
certain inadequacies in weight, height, and age relationships. 
Findings that emotionally deprived children have definite retarda- 
tion in growth and physical development as shown on the Wetzel 
Grid are of more than passing interest. Growth has always been 
considered fairly automatic, although proceeding in spurts. A 
finding that these normal growth periods are seriously retarded 
when a child is quite anxious and insecure points up the highly 
intimate influence that neurotic difficulties have on the normal 
growth pattern of the child. 

Health education is beginning to include much on interper- 
sonal relationships. New texts show fine understanding and inter- 
esting approaches which will help the children to growth, knowl- 
edge, and maturity in this field. We are impressed with the units 
on sex education and on psychosomatic relationships which 
appeared in the past several years. 


5. Biber, Barbara. Bank Street Schools. Unpublished manuscript. 
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In summarizing this paper, I should like to acknowledge, as 
I have done in the past, the debt we all owe to the thousands of 
conscientious classroom teachers who have made every attempt 
to interest themselves in the emotional security of their children. 
That interest has been stimulated by principals, supervisors, and 
administrators who have also provided counseling, guidance, and 
clinic services. As public health and school health people we know, 
however, that there is much to be done including those things 
that we know of basic mental health principles in our daily work. 
We must have available the preschool history of the child, as 
well as have available the cumulative records during his school 
years. We should try to have complete examinations for children 
which will include an expert appraisal of their personalities. Our 
clinical psychologists are developing and validating more useful 
tests every day. They can be most helpful to us. We must work 
for good facilities and services in every phase of health, both in 
our schools and in our communities, and always be ready to give 
the understanding and interest in the personality of our patients 
that helps so much. By informing ourselves, by encouraging 
others, by allaying fears and anxieties, we could make the schools 
a worthy second to the home in helping develop mature person- 
alities. 


Dog Bites,—To the Editor:—Should dog bites, especially in 
the region of the head, be cauterized with fuming nitric acid? M. D. 
Illinois. Answer.—Authorities seem to agree that a thorough 
washing of a fresh wound with soap and water is as effective in 
removing the infected saliva as cauterization would be. Cauteriza- 
tion not only is painful but may leave a scar and will destroy only 
the surface infection. Rabies antiserum is reported to be effective 
and would, therefore, be indicated for cases of dog bites or other 
contaminated wounds in the region of the head. Jr. A.M.A., December 
18, 1952, p. 1550. 
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SCHOOL HEALTH SERVICES* 
Third Section 
CHARLES H. KEENE, M.D. 
Coordinations 
While the various phases of school health service — the 
activities of physicians, nurses, clinics and special classes appeared 
at scattered intervals and often with little coordination, certain 
cities soon brought about coordinations and established correlated 
programs under the supervision of one individual. Some of these 
progressed to include physical education, play, and playground 
activities, psychological testing, and other phases having to do 
with child welfare, until they became advanced school health 
programs. Some of these growths are cited below in some detail 
in an effort to show how and where development of school health 
services was brought about, and what an advanced and unified 
program should include. 
Boston—Boston, Massachusetts, in the United States, the 
first to establish, in 1894, a functioning school medical inspection, 
apparently was the first to create a unified division of school 
health. On February 20, 1908, the School Committee created the 
position of Director of School Hygiene, and changed the status 
of Thomas F. Harrington, M.D., from Director of Physical Train- 
ing to that of Director of School Hygiene, and defined the duties 
of the new Director, giving him “general supervision and control 
of all matters affecting the physical welfare of pupils and 
teachers”: medical inspection, school nursing, physical education 
in all its branches, and military drill. 
Various changes in organization through the years brought 
changes in the rules governing the Director’s duties, until the 
regulation became: 


“Section 247—1. The Director of School Hygiene shall have 
general supervision and control of all matters affecting the physical 
welfare of pupils, teachers, and members of the supervising staff; 
of observance of the regulations of the School Committee with respect 
to room temperature and humidity, ventilation and sanitation. He 
shall have general supervision of the selection of pupils for speech 
improvement classes, for rest and nutrition classes, and for classes 
for the conservation of eyesight. He shall have general supervision 
and control of school hygiene; of school nursing and allied matters, 
including the teaching of physiology and hygiene and instruction for 
the prevention of tuberculosis as required by statute. He shall 
serve in an advisory capacity on matters relating to military drill. 
He shall be a member ex-officio of all committees having to do with 
plans for school buildings, school lunches, text books on physiology 
and hygiene, and other matters affecting the physical welfare of 
pupils and teachers.” 19 


* Continued from February: 
19. Regulations; School Committee, City of Boston. 
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This is a concept of educational hygiene that shows charac- 
teristically the marked trend away from the old concept of mere 
control of communicable diseases toward the modern educational 
school health program. 

Cleveland—Cleveland2°, like Boston, Minneapolis, Pittsburgh, 
Schenectady, and some others, was one of the cities that built 
and soon put together a coordinated school health program—school 
sanitation, medical inspection, physical examinations, clinics, 
special classes for the handicapped, and physical education. 

Its school sanitation efforts began early. In 1840 the School 
Board arranged for a school recess morning and afternoon. In 
1849 it was requested that rooms be properly ventilated, and the 
next year ordered a visiting committee to check on ventilation. 
In 1861 the Board ordered the exclusion from school of children 
having communicable disease. In 1875 it ordered compulsory 
vaccination against smallpox of both children and teachers. In 
1880 it found heating and ventilation unsatisfactory. When, in 
1883, the Superintendent made an analysis of the causes of failure 
among school children, he listed illness as one of the causes. 

In 1889 mention was made of the defective vision cases 
found, and children with defective vision were referred for cor- 
rections. Two hundred indigent children were provided with 
glasses provided by the gifts of generous citizens. 

Special classes for the “deaf and dumb” were opened in 1894, 
with twenty children in attendance. 

In 1896 a supervisor of the Physical Culture Department—a 
physician, a specialist on diseases of the eye—was appointed. 

In 1902 a district physician was appointed by the Health 
Department for each of the twenty-six wards of the city. Pedicu- 
losis was almost a universal infestation in some schools, and among 
many teachers, and scabies, impetigo and trachomia were rampant. 
A “clinic” was established in the basement of one of the worst 
infested schools to carry on treatments. Apparently this was the 
first clinic for treatments in any school system in the United 
States. 

As a result of this and other conditions found, the state 
legislature in 1910 was persuaded to authorize health service 
within and at the expense of the public schools. 

In 1904 the Education Committee recommended that a Depart- 
ment of Health and Hygiene, under a graduate in medicine, be 


20. Ayres, Leonard P., and Ayres, May. “Health Work in the Schools.” 
Cleveland Education Survey: Cleveland Foundation, 1915. 
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appointed to have under its supervision all matters pertaining to 
the physical well-being of the children, including the effect of 
the course of study. Was this last the first official recognition of 
the fact there is such a thing as the hygiene of instruction? 


Los Angeles—Although as far back as 1880 the Board of 
Education was making regulations regarding control of sanitary 
environment, charging teachers with duties relating to ventila- 
tion and heating control, the first definite health service work done 
in the city schools of Los Angeles was started in 1903 when the 
College Settlement. Association began to loan their nurses to visit 
in some of the schools because of the prevalence of pediculosis.21 
The next year, a Child Study Laboratory was organized and 
placed in the Science and Nature Study Department. That same 
year a school nurse was appointed under the City Health Com- 
mission. She was assigned the duty of helping to control com- 
municable disease. 

Two years later, in 1906, physical examinations of all 
applicants for teaching positions were first required. 

In 1907 the first physician—a woman—was appointed by 
the Board of Education, and the Department of Health and 
Development was formed, combined with the Child Study Labora- 
tory. The new section was still part of the Science and Nature 
Study Department. The next year, two more physicians were 
appointed. The first officially employed school nurse was 
appointed. 

The first school Clinic was established, and a half-time woman 
dentist was employed in 1911, financed by contributions of the 
Dental Society. Four more nurses were added to the staff. 


In 1912 one of the school physicians was made the first 
Medical Director of this growing School Health and Development 
Department. The dentist was given a full time position and 
financed by the Board of Education. 

In 1916 all the health work in the schools was placed in 
the School Health and Development Department of the Board of 
Education. 

In 1918 the first nutrition class appeared, along the lines 
popularized by W. R. P. Emerson, M.D. It was organized and 


21. Goffin, John L. “School Health Marches On.” The Los Angeles School 
Journal, 35:2 p. 12. October 15, 1951. 
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taught by Sven Lokrenz, M.D., who was also a trained physical 
educator. 

A corrective physical education—largely posture—program 
was established. 

In 1924 the Department of Corrective Physical Education was 
consolidated with the School Health Department. The new crea- 
tion was named the Department of Health and Corrective Physical 
Education, and Sven Lokranz, M.D., became its Director. While 
combining the total physical education with health services has 
not been rare, this combination with only the definitely corrective 
parts of physical education, apparently is unique in school health 
service organization. It still exists. 

The department is now the Health Services Branch, Los 
Angeles City Schools.22 

Minneapolis—While Minneapolis, Minnesota, was not on the 
list of cities in which school health services began in the nine- 
teenth century, it was one of those that developed a well rounded 
program of school health. 

The first efforts toward medical service in schools there was 
early in 1908, when the Minneapolis Women’s Club, in conjunc- 
tion with the Hennepin County Medical Society and the Minne- 
apolis Associated Charities began a system of physical examina- 
tions in the schools. Among the seventy cities in the United States, 
outside Massachusetts, which were carrying on some form of 
“medical inspection” of the schools in 1908, Minneapolis was one 
of the ten cities where the work was begun, financed, and super- 
vized by volunteer agencies. It was one of the few early efforts 
where the basic service was devoted to the physical examination 
of children, rather than to inspection for communicable disease 
only. Some 1400 school children were examined. 

The results greatly impressed the newly reorganized Board of 
Education, and, effective September 1, 1909, a Director of Hygiene, 
a Doctor of Medicine, was employed to have direction of such 
health phases of education as physical education, health education, 
and health services. 

Obstacles were thrown in the way of this development. The 
payment of the salary of the new Director was refused by the 
City Comptroller on the grounds that the Board of Education did 
not have authority to spend educational monies for health serv- 
ices. However, on the showing that health education was surely 


22. “The Physician’s Manual for Los Angeles School District.” Los 
Angeles City Schools, School Publication. No. 390, 1943. 
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an educational function, and that the city comptroller had for 
seventeen years approved the payment of the salary of a Super- 
visor of Physical Education, the refusal was rescinded; but the 
installation of health service was blocked. 

In order to get a court decision, the Board of Education voted 
to employ a school nurse; the Women’s Club of Minnneapolis 
voted to finance the court battle; and the war between progress 
and obfuscation was on. Payment was refused; the nurse brought 
mandamus action, and won all along the line. In November 1910 
the Supreme Court of the State of Minnesota handed down its 
unanimous decision: “A School Board may employ a suitable 
person to ascertain the physical condition of pupils in attendance 
upon the public schools of the district.” 

This set a precedent, although in some states before beginning 
the service authorizing acts were passed by legislatures. 

In Denver, Colorado, however, a newspaper tried to block 
progress by securing an injunction against spending the money of 
the city for the employment of three physicians to make physical 
inspections of school children. The Board of Education fought 
the injunction, and in 1921 the Supreme Court of the State of 
Colorado handed down its decision; that the Board of Education 
could employ health workers to make inspections and examinations 
and to give advice to parents, but could do no therapeutic work. 
This sets the pattern that, in the opinion of that court, school 
health services could give protection and education, but not 
treatments. 

In Minneapolis, following the court decision, progress went 
on apace. Physicians and nurses were employed, definite directions 
were set up for their guidance, and for the information of prin- 
ciples and nurses; a course of study in hygiene was developed 
at the elementary school level; sanitation was improved— 
particularly sanitation of pupils—by the installation and super- 
vision of shower baths in several elementary schools; playgrounds 
were extended; gymnasiums were built; special teachers of 
physical education were employed; dental clinic service inaug- 
urated in the schools; and special classes for the handicapped were 
instituted.23 

The first special class was one for “stammerers” in 1909. Open 


28. Keene, Charles H. “Keeping the Children Well.”” Monograph Number 
4, Series of 1916-17. Board of Education, Minneapolis. December, 1916. 
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for the mentally handicapped, for the improvement of speech, 
for the deaf, school dental clinics, and penny breakfasts for the 
indigent. 

By the time of the outbreak of World War I, there were more 
than forty special instructors in physical education and nearly 
forty public school gymnasiums, forty-four full time school nurses, 
seven part time school physicians, and twenty special teachers in 
classes for the handicapped. 

During World War I, under new administrators, the concept 
of a coordinated school health program weakened, and disintegra- 
tion of united service took over. 

Following World War I there was established and maintained 
an especially planned and built endowed public school for crippled 
children. 


Schnectady—While the School Health Service in Schnectady 
was considerably later in its development than that in several 
other cities, its organization makes it worthy of note. 

No nurses were employed until 1909, and one part time 
school physician was available. Then two nurses were employed 
and made the round of the schools, but were largely concerned with 
first aid. In 1915 a full time chief medical inspector—a pediatri- 
cian—and four part time physicians were employed, and six school 
nurses. Children were examined annually. In 1917 the chief 
Medical Inspector had a staff of six part time physicians and 
fourteen school nurses. Two dental clinics were opened, using 
four part time dentists. A nutritionist and a psychometric 
examiner were added. After the end of World War I special 
classes—open air, sight saving, for the hard of hearing, and for 
mental retardation cases—were added. 


In 1930 Health Education and Physical Education were com- 
bined with the Health Services, and the chief Medical Inspector 
was made an Assistant Superintendent of Schools—apparently the 
first appointment of a Director of School Health as an Assistant 
Superintendent of Schools. The five sections of the division, Health 
Instruction, Physical Education, Health Service, Social Adjust- 
ments, and Special Classes, each under the guidance of a special 
supervisor, thus became a cohesive whole under a single head 
who had sufficient rank to give him a strong voice in the Cabinet 
of the Superintendent of Schools. 
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Sports Physicians 


Another phase of school health service which has been 
developed rapidly, particularly in the last ten years, is the effort 
to protect, by the services of school physicians, the physical welfare 
of the boys engaged in interscholastic athletics. In the larger high 
schools as well as in the universities, this has come to be a 
specialty in the practice of medicine. 

As far back as forty-five years (1908) a physician was 
employed in a large high school in Boston, the Dorchester High 
School, to give candidates for athletic teams a physical examina- 
tion, with a view to eliminating those whose physical condition was 
such as to make competition in interscholastic sports—particularly 
football—especially hazardous. During the season he kept track 
of the physical condition of the players, especially as to weight 
losses or other signs of “staleness” or overstrain. He took care 
of injuries on the field, in quarters and, in rare cases where such 
follow-up was necessary, in the home. 

In Minneapolis, in 1909, the newly appointed Director of 
Hygiene—a physician—on the request of the Board of High School 
Principals rendered a similar service for all five of the high schools 
of the city. The first year the physical examinations were made, 
fifteen players—some of them among the best athletes in their 
schools—were barred from athletic competition (because of faulty 
heart or hernia) on the report of the physician and by vote of the 
principals. Moreover, the Director was to be on the field at each 
game to care for injuries and to have control of the conditions 
of competition. This last may be considered physical education 
administration, but it was also health service. 

Today this physical examination of candidates at the begin- 
ning, and throughout the season, care of injuries, and the decision 
by a physician as to whether a player may compete without undue 
risk of making an injury or illness worse, is common practice 
in up-to-date school systems, and in some cases is mandated by the 
state department of education. 

By whatever name, these physicians are carrying on the 
functions of a “sports physician.” 


School Health Council 


A recent development relating to school health service has 
been the School Health Council. This effort has two main 
objectives: to correlate more definitely the school health service 
with the other phases of the school health program, and the school 
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health program with other school activities; and to bring about a 
better understanding of the school health program among the other 


- health, social, and educational efforts of the community. 


The school health council in the City of New York, made up 
of representatives of the Department of Health and of the Board 
of Education—called the Coordinating Council of School Health— 
is the policy-formulating group for the school health services. 


The new law in Pennsylvania makes mandatory the organiza- 
tion at the local level of school health councils. 

There are numerous other health councils varying in some 
particulars, but all striving for better health of children. 


National Conference 

Another late development in efforts to improve school health 
service is the National Conference on Physicians and Schools held 
in each odd numbered year near Chicago under the guidance and 
support of the Bureau of Health Education of the American 
Medical Association. 

Suggestions made in discussion and committee reports indicate 
school health service progress and progressive thought among the 
leaders, such as: 

Medical progress has brought about less rigid quarantine 
measures. 

The doctor’s function in the schools is to conduct preventive 
services for the benefit of all pupils; caring for sick children is 
the responsibility of the parents and family physician. 

Health examinations have limited value unless an organized 
program of follow-up is established. 

Conclusions regarding interscholastic athletic competition 
presented conditions that must be more heeded than they are at 
present in most secondary schools. 

Interscholastic athletic competition presents abundant oppor- 
tunities for the improvement of, or conversely, for harm to the 
health of competitors. 

“Deplorable sanitary conditions” exist in some physical educa- 
tion plants, and unsanitary practices often accompany activities. 

Teachers and teacher training came under discussion: 

The teacher, to carry out her responsibility in service to 
pupil health, should have adequate instruction in these areas 
during teacher training with opportunity to use the knowledge 
during practice teaching. 

If the teacher has not had this training during her prepara- 
tion, she should be given “in-service” training. 
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There is great need for interprofessional understanding and 
cooperation between teachers, nurses, practicing physicians, and 
public health personnel. 

Teacher colleges should require all teachers, especially those 
preparing for elementary school work, to have effective courses 
in health education. These should include opportunity to conduct 
health observation and screening tests on pupils. 

Physicians, school administrators, and communities must 
recognize the teacher’s role in health appraisal. 

The need was emphasized of having Medical Societies inter- 
ested and active in the project if we are to have successful school 
health programs.24 

With these suggestions for needed improvement in order to 
make School Health Services more fully protective of the health 
of school children, the story of the development of these services 
up to the present time concludes. Efforts to improve health of 
children have traveled a long ways from ancient Greece and the 
Middle Ages, and still: “School Health Marches On.” 


24. Report on The Third National Conference on Physicians and 
Schools. Donald A. Dukelow, M.D. and Fred V. Hein, Ph.D., American 
Medical Association, Chicago, Illinois, 1951. 
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EDITORIALS 


The Amateur Status,—Journals and newspapers are loaded 
with items concerning eligibility, particularly as to amateurism. 


Formerly an amateur was considered to be one who did not 
receive money for participating in sport. He might receive valu- 
able “prizes” which often were exchanged for money, but still he 
was supposed to be pure and undefiled. 

For some years past the situation is much worse. He can 
play tennis for “expenses” and although these may and do total 
for an individual thousands of dollars per year, he is still listed as 
amateur. This in spite of the fact that some of these players have 
no visible means of support except their participation in this 
“amateur” sport. 

This writer is not sure that tennis is the worst offender but 
it is a very common and conspicuous one. When a player follows 
the sun, and each month in the year in various parts of the world 
participates in tournaments for “expenses,” I do not see how any- 
one can think of that player as an amateur. 

At the college and university level the conditions are 
equally lacking in honesty. The “racket” started by giving a 
player his tuition, then someone in order to draw players offered 
and gave room and board. Soon that was not enough and these 
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“students”? began to demand wages in addition to other per- 
quisites, and received them. 

So finally, colleges and universities fell into the present 
morass of dishonesty. We find coaches and administrators almost 
literally “sitting up nights” trying to devise some way to hide 
their chicanery. 

The present situation is bad enough per se, but when we add 
lying and instructing boys to lie about their status, it is an 
atrocious parody on education. 

It seems to this writer that we should have new standards 
and live up to them, or drop °!] pretense of amateurism. 

It seems logical to believe that a competitor who supports 
himself by playing a sport, whether the funds and perquisites are 
supplied by a national “amateur” association or by a college or 
university, or by an alumni association, one who apparently 
has no other means of support other than the use of his physical 
prowess and skill is certainly not an amateur by any honest 
standards. 

A person’s “profession” is the trade, occupation, or effort by 
means of which he supports himself. There is no smear or dis- 
credit in supporting one’s self by athletics but why not stop lying 
about it.—C.H.K. 


Diet, Athletics and Superstitions,—Athletes, and that includes 
the coaches, have many ideas and fads and fallacies that may 
well be classified as superstitions. Some of these are harmless, 
some do not result in the best of conditioning, some are health 
hazards. 

One old one—particularly among track athletes and coaches— 
is that the person in training should not drink milk, the super- 
stition being that milk makes a person “logy,” “slows him down.” 
A pint or so of milk, or any other liquid even water, taken just 
before a race probably would “slow him down” and _ possibly 
result in cramps or other abdominal symptoms. Milk being about 
88% water would have nearly the same effect as clear water. 
Another superstition is that the athlete must not eat fat 
foods. If he is overweight and the effort is to get rid of some of 
the excess baggage—“impedimenta,” is the classical word and a 
very descriptive one—naturally we would avoid fats to a consider- 
able extent. Some of them carry valuable vitamins—e.g., butter, 
milk, eggs, etc., and should be continued. 

No special diets but balanced ones are the need. Unless the 


athlete is overweight or underweight his diet should be that of. 
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any person except that he needs additional calories to provide fuel 
for the extra activities. 

When we get into the area of charms—lucky apparel—we 
approach the dangerous. There is the old idea that clothing worn 
in a winning race is a charm that will produce other wins. Unfor- 
tunately some carry the superstition so far as to believe that 
washing the garment will destroy the charm. Such an idea tends 
to result in boils and other skin infections at the least. 

A varsity football squad had been successful playing in white 
jerseys. When it was necessary—because opponents were to wear 
white—to change to blue (the University colors are blue and 
white) the squad protested vehemently. 

Question: should we attempt to overcome these superstitions 
—most of which are harmless although silly—or should we let 
them go happily on their ignorant way ?—C.H.K. 


* * * * * 


ABSTRACTS 
THE PUBLIC HEALTH NURSE AS A FAMILY COUNSELOR 
RUTH B. FREEMAN, Ed.D., F.A.P.H.A. 


Associate Professor of Public Health Administration, John 
Hopkins School of Hygiene and Public Health, Baltimore, Md. 


Concepts of family health counseling have broadened and 
deepened—Counseling is directed not at doing things for and to 
people, but toward building the capacity of the family to do for 
itself. 

Adequate health maintenance requires that the individual 
or family recognize their own place in care; that they use the 
anxieties, tensions, and fears that occur during illness in a con- 
structive way; that they learn to accept and live successfully with 
incapacity that cannot be reduced; to use illness or disability as 
a positive rather than as a destructive force, as a stimulus to 
greater knowledge, maturity, and personal power. Workers have 
learned to be concerned about what the individual wants and 
feels as well as about what he knows. Health maintenance is 
recognized as primarily the concern of the individual or family, 
with professional workers standing by to build family competence 
and understanding, and help them to reduce the physical and 
emotional costs of illness or disability. 

The public health nurse uses her own personal attributes as 
well as her professional knowledge and skill to increase family 
competence in health care. She strives to reconcile and synthesize 
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what she sees as family needs and desirable behavior with the 
purposes and needs of the family as they see them, and to direct 
family thinking and information seeking so that they can jointly 
come up with an acceptable, workable answer that is safe and 
effective. She recognizes that just as the attitudes and beliefs of 
those she serves grow out of their cultural backgrounds and 
experiences, her own values and feelings also have a cultural, 
experiential base. 

Changed emphasis demands unusual knowledge and skill on 
the part of the public health nurse—Probably the greatest demand 
is for skill in relating herself to others. Our thinking and behavior 
are influenced by those we trust and in whom we have confidence, 
by those who we believe are ready to take us as we are and not 
expect more than we can give, who assume we are decent, respon- 
sible people who want to do the right things, but who do not judge 
us when we do not, who never “push us around.” 

It takes skill to use unpleasant aggressive behavior of families 
in a constructive way. It takes the right word at the right time in 
the right tone of voice accompanied by the right facial and bodily 
expression to get the individual to “blow off steam,” and so release 
the tensions and bring to the surface the things that are bothering 
him. It takes understanding and maturity to let people complain 
about services that you think are pretty good, and criticize workers 
who you know are conscientious and hard working without defend- 
ing them, and without indicating disapproval in such a way that 
the individual does not go on. When there is much to do, it is 
hard to take time to let people talk about the things they are 
afraid of or worried about. It is sometimes difficult to recognize 
that individuals who have health problems have a right to be dis- 
couraged or unreasonable, to strike out at the nurse or the service 
she represents because they cannot strike back at the illness that 
baffles and frustrates them. 

Knowledge of anxieties and fears that commonly occur in 
specific illness or guidance situations enables the nurse to antici- 
pate and prepare herself to meet difficulties. 

A big area of skill revolves around appraising the health 
situation—The appraisal of health needs, and perhaps even more 
difficult, the development of family appraisal of its own needs, is 
essential for sound service planning. The nurse needs skill in 
observing and in directing conversation so that she can get an 
accurate picture of the stituation, and so the family goes as far as 
it can in seeing the factors involved and their relative importance. 
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Listening, a traditional component of counseling, may vary 
greatly in quality and in the contribution it makes to understand- 
ing the situation. Listening, properly conducted, is far from a 
lack of response. From the patient’s point of view it is an inter- 
ested acceptance of his ideas and expressions of need; from the 
nurse’s point of view it is the accumulation of much valuable 
diagnostic information. The productivity of listening may be 
increased by the use of a few well directed questions, designed 
to encourage profitable conversation by the patient or family. Of 
course it is perfectly possible to listen too much, as it is to listen 
too little. To withhold help or advice when it is needed to lend 
security in an effort to get the individual or family to state their 
own problem or plan when they are as yet incapable of doing so 
may lead to rejection of professional help entirely. 

Another area of skill which counseling demands of the public 
health nurse is that of communicating concepts or skill—Good 
communication implies that the information is not only given, 
but is fully understood by the recipients, that they understand 
the importance and uses of the information as well as the facts, 
that they recognize ways in which it can be put to work for them 
in their daily living. 

Words which are familiar to the public health nurse may be 
unfamiliar or frightening to the family. With those who speak 
another language special care must be taken to adjust vocabulary 
to the family’s comprehension. 

Good communication also involves “timing,” or placing instruc- 
tion or other communicative activities at points when the family 
is interested and willing to pay attention to it. The selection of 
approach and timing will depend on the nurse’s awareness of the 
family’s readiness. 

The use of demonstration and practice in the teaching of 
nursing skills is well recognized. Getting the feel of doing some- 
thing is usually more effective than hearing about it. 

Opportunities for such experiences are great—mothers of 
school children may participate in the physical examination 
program in the school or take a “study hour” while teachers go to 
a meeting, and thus have a chance to see school age children in a 
group. High school boys and girls may “help out” in the nursery 
school or health department, and so learn much about handling 
and understanding children or about the functioning and purposes 
of health departments. Skill in finding such opportunities and in 
using them may provide excellent channels for communicating to 
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individuals and families information, attitudes, and skills that we 
fee] they need for successful guidance of their own health care. 
Skill in the use of group procedures is gaining greater import. 
ance—Recent investigations have indicated that individuals whe 
learn in groups come out with different answers than those who 
learn things in individual contacts with a professional worker, 
People in groups, learning from one another, build a sort of 
atomic pile of ideas and explorations that add up to far more thar 
the ideas and explorations of the same number of persong 
thinking individually. They see more possible solutions to 
problems, foresee more applicational difficulties that may be 
avoided. Furthermore, when individuals decide for themselves in 
groups what they want to do, they are more apt to carry thisam 
decision through into action than if the decision were reached by 3m 
other means. 
Obviously just getting people together and letting them talk 
is not enough to assure desirable results, though even that some- 
times produces amazing consequences! Pooled ignorance may, 
however, be a negative force. Facts must be provided to the par- 
ticipants in a readily assimilable form so they can serve as the 
basis for discussion, and give the participants material on which to 
develop decisions or courses of action. ay 
Buffers need to be provided to neutralize the effects of 
hostility, stubbornness, or attempts to dominate or railroad ideas 
on the part of individual members. Discussion must be stimulated 
when the group does not want to take the threatening step of 
looking for new answers, but rather to reorganize and arrange the™ 
old ones. Discussion must be directed when it reaches a nonpro-§ 
ductive point, lest time be wasted and antagonisms be built up. J 
Family counseling is concerned with understanding and 
redirecting emotions and attitudes as well as with the provision 
of sound health information in a wide range of health situations, 


Abstracted by—Gertrude E. Cromwell. From the American Journal of Publie 
Health and the Nation’s Health, Volume 2, November, 1952, Number 11. 
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